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Abstract
Initial care has been associated with improved survival of community-acquired pneumonia (CAP). We aimed to investigate
patient comorbidities and health status measured by the Charlson index and clinical signs at diagnosis associated with
adherence to recommended processes of care in CAP. We studied 3844 patients hospitalized with CAP. The evaluated
recommendations were antibiotic adherence to Spanish guidelines, first antibiotic dose ,6 hours and oxygen assessment.
Antibiotic adherence was 72.6%, first dose ,6 h was 73.4% and oxygen assessment was 90.2%. Antibiotic adherence was
negatively associated with a high Charlson score (Odds ratio [OR], 0.91), confusion (OR, 0.66) and tachycardia $100 bpm
(OR, 0.77). Delayed first dose was significantly lower in those with tachycardia (OR, 0.75). Initial oxygen assessment was
negatively associated with fever (OR, 0.61), whereas tachypnea $30 (OR, 1.58), tachycardia (OR, 1.39), age .65 (OR, 1.51)
and COPD (OR, 1.80) were protective factors. The combination of antibiotic adherence and timing ,6 hours was negatively
associated with confusion (OR, 0.69) and a high Charlson score (OR, 0.92) adjusting for severity and hospital effect, whereas
age was not an independent factor. Deficient health status and confusion, rather than age, are associated with lower
compliance with antibiotic therapy recommendations and timing, thus identifying a subpopulation more prone to receiving
lower quality care.
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Introduction
Pneumonia continues to be one of the main causes of death due
to infection, and is responsible for considerable use of healthcare
resources and economic burden reference CAP burden [1].
Evidence-based guidelines have been developed by scientific
societies to assist physicians in the management of CAP and to
reduce variability in clinical care [2]. The main purpose of the
guidelines is to improve the care of patients with pneumonia. The
most recent studies show that implementation of the guidelines is
accompanied by an increase in the percentage of processes of care
and a lower inpatient hospital mortality rate, in the first 48 hours
[3] and after 30 days [4–6].
The decision regarding antibiotic treatment, evaluation of the
severity of CAP, timing of first dose and its overall management
until complete resolution all play a key role in the prognosis of the
disease. The processes of care most consistently included in the
evaluation of quality of care in US hospitals were [7] time until
first dose, antibiotic prescribed, oxygen assessment and blood
cultures. Initial antibiotic treatment is key to resolution of the
infection and to outcome: mortality is higher when the treatment is
inappropriate. In several cohort studies, antibiotic adherence was
an independent protective factor for mortality and length of stay
[8]. More controversy surrounds the number of hours until first
antibiotic (AB) dose. Although it has been shown that shorter times
between diagnosis and initiation of treatment improves outcome
[9,10], subsequent studies have warned of increasing prescription
of unnecessary antibiotics [11]. The new recommendations
establish a threshold of 6 hours for the first dose.
Oxygen assessment has also been recommended in patients
presenting with suspected CAP and given the availability of
a noninvasive method and the importance of rapid recognition of
respiratory failure, [12] this process of care is an important goal.
Non-adherence to or low compliance with processes of care is
an important issue because of the impact on outcome and because
of the opportunity to improve quality of care in CAP [5,6,13].
Moreover, compliance with guidelines is highly variable among
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with differences among hospital type and characteristics [2]. Halm
et al [17] identified factors associated with non-adherence to
guidelines for the decision to hospitalize patients with CAP, but
little information is available regarding factors that influence
adherence to guidelines for the selection of treatment of CAP.
We hypothesized that compliance with different processes of
care may differ depending on comorbid conditions of patients,
such as general health status, age or initial signs. Improving our
recognition of these elements may enable us to reduce behavior-
dependent barriers that lower quality of care. Efforts should be
aimed at identifying factors that influence adherence to guidelines
relating to patient characteristics, which are more accessible than
wide variability in hospital type.
The primary objective of this study was to evaluate factors
linked to compliance with three processes of care in hospitalized
patients with CAP: antibiotic adherence to guidelines, first
antibiotic dose ,6 hours and oxygen assessment. In the study,
we analyzed factors associated with comorbid conditions and
general health status measured by the Charlson score, initial
clinical signs that are all available at initial diagnosis.
Methods
Design and Study Population
Between November 2005 and November 2007, we performed
a multicenter observational prospective study in 13 Spanish
hospitals belonging to the Spanish National Health System. The
study cohort comprised non-immunosuppressed adult patients
hospitalized due to CAP, who were not admitted to an ICU and
were not nursing-home residents. The study was approved by the
Ethics Committees and the patients provided written informed
consent.
Processes of Care for Inpatients
The following processes of care in accordance with Spanish
guidelines were recorded: 1. Measurement of arterial oxygen
saturation on presentation (by pulse oximetry or arterial blood gas
analysis); 2. Time until first antibiotic dose (,6 hours); 3.
Antibiotic adherence to Spanish guidelines [18].
The attending physician prescribed the initial empirical
antibiotic therapy. Antibiotic adherence was considered to be
the following: in hospitalized CAP patients, either 3
rd-generation
cephalosporin or amoxicillin–clavulanic acid combined with
a macrolide, or fluoroquinolone (3
rd or 4
th generation) in single-
drug therapy. All other regimens were considered non-adherent.
Processes of care were analyzed according to the following: 1.
Patient characteristics (age, vaccination status, gender, comorbid
condition, toxic habits) and 2. Initial signs. Comorbidities were
defined as follows: chronic obstructive pulmonary disease (COPD)
was based on clinical criteria and on spirometric values (if
available before or after hospital admission). Cardiac disease:
treatment for coronary artery disease or congestive heart failure or
presence of valvular heart disease. Renal disease: preexisting renal
disease with documented abnormal serum-creatinine outside the
pneumonia episode. Liver: preexisting viral or toxic liver disease.
CNS disorders: symptomatic acute or chronic vascular or
nonvascular encephalopathy, with or without dementia. Diabetes
mellitus: diagnosis of intolerance to glucose and treatment with
oral antidiabetics or insulin. Neoplastic illness: any solid tumor
active at the time of presentation or requiring antineoplastic
treatment within the previous year. A Charlson comorbidity index
was calculated [19]. Initial signs and symptoms analyzed were
fever, dyspnea, acute confusion (disorientation with regard to
person, place, or time that is not known to be chronic, stupor, or
coma), respiratory rate (RR), heart rate (HR), systolic blood
pressure ,90 mmHg.
Statistical Study
Univariate analysis. Statistical analyses were performed
using the SAS 8.2 software program. Qualitative variables were
compared using the x
2 test. Differences in quantitative variables
were assessed using ANOVA or the Kruskal-Wallis test, where
appropriate. Values of p#0.05 were considered significant.
Variables for univariate analysis were dichotomized as follows:
age ($65 years), fever ($37.8uC), tachycardia ($100 bpm),
tachypnea ($30 bpm), hypotension (systolic blood pressure
#90 mmHg), and hypoxemia (PaO2#60 mmHg or oxygen
saturation #90%).
Multivariate analysis. Three logistic regression analyses
were performed to predict compliance with each process of care:
antibiotic adherence to guidelines, time to first dose ,6 hours and
initial oxygen assessment. For each mathematical model, in-
dependent variables were those with p,0.1 in the univariate
analyses.
Two more logistic regression analyses were performed to assess
independent variables associated with compliance with two or
three combined processes of care: antibiotic adherence and first
dose ,6 hours, and those two processes plus initial oxygen
assessment.
The logistic regression analyses were performed using a likeli-
hood ratio-based stepwise method. Variables that obtained a p-
value #0.05 were considered significant and their odds ratios with
95% confidence intervals were calculated. Colinearity amongst the
independent variables was assessed by means of the Pearson’s
correlation coefficient. Those variables strongly correlated were
excluded from the multivariate analysis. The Hosmer and
Lemeshow goodness-of-fit test was used to evaluate the adequacy
of the models [20].
Results
The original cohort comprised 4374 patients from 13 Spanish
hospitals. We included 3844 patients in the study after excluding
nursing home patients (n, 237) and those admitted to the ICU
(306). The main demographic characteristics, comorbidities and
PSI scores are shown in Table 1.
The overall rates for the processes of care were as follows: 3466
patients (90.2%) had oxygen assessment, 2791 (72.6%) received
antibiotics in compliance with guidelines (645 patients were
treated with narrower-spectrum antibiotics regimens and 408 with
different combinations) and 2822 (73.4%) received the first dose of
antibiotic within 6 hours of arrival at the emergency department.
The combination of two processes of care was found in 2024
(52.7%) of patients and three processes of care in 1828 (47.6%) of
patients.
Univariate Analyses
Demographic characteristics, comorbid condition, initial signs
and symptoms were analyzed with respect to each processes of
care. The variables found to be significant are shown in Table 2.
Multivariate Analyses
The independent variables associated with each process of care
(antibiotic adherence to guidelines, first dose .6 hours and oxygen
assessment) are shown in Table 3.
In terms of comorbid conditions, a high Charlson score was
associated with lower antibiotic (AB) adherence while COPD and
Comorbidities and Care in Pneumonia
PLoS ONE | www.plosone.org 2 May 2012 | Volume 7 | Issue 5 | e37570patients over 65 years of age were associated with higher oxygen
assessment. With regard to signs, patients with tachycardia
received the first antibiotic dose earlier, although they received
more nonadherent antibiotic treatments. Patients with confusion
received also more nonadherent antibiotic treatments.
The results of the multivariate analyses to predict compliance
with two or three processes of care are shown in Table 4.
Comorbid conditions and hospital center maintained their
independent association. We introduced a robust estimation of
variance to our multivariate logistic models to control the possible
correlation among different observations belonging to the same
centre. The x
2 goodness-of-fit analysis demonstrated the adequacy
of the model (p=0.2).
Discussion
The main findings of our study are the following: 1. Lack of
compliance with processes of care depends on general health status
measured using the Charlson index but not on age or clinical signs.
2. Prescription of a nonadherent antibiotic is higher in patients
with a high Charlson score, confusion and tachycardia. 3. Delayed
first antibiotic dose (.6 hours) was lower in patients with
tachycardia. 4. Lack of initial oxygen assessment was associated
with fever, whereas tachypnea, age (.65) and COPD were
protective factors. 5. Compliance with both antibiotic adherence
and timing ,6 hours was lower in patients with poorer health
status, measured by Charlson score, and confusion.
There is wide variation in performance and even adherence to
guidelines varies between hospitals and physicians. Barriers to
compliance with adherence may be due to different reasons [15]
Table 1. Characteristics of the whole cohort (N=3844).
Characteristic Patient
Age 66.1618.2
Sex (M/F) 2538 (66.0)/1306 (34.0)
Smoking 823 (21.4)
Alcohol 408 (10.6)
Pneumococcal vaccination 387 (11.7)
Influenza vaccination 1677 (50.4)
Comorbidity
Diabetes 821 (21.4)
Hepatopathy 147 (3.8)
Cardiopathy 550 (14.3)
Kidney failure 250 (6.5)
Neoplasia 211 (5.5)
CNS disease 410 (10.7)
COPD 919 (24.4)
PSI
I-III 2140 (55.7)
IV-V 1704 (44.3)
Data are No. (%) or mean 6SD.
Abbreviation: M/F indicates male/female; CNS, central nervous system; COPD,
chronic obstructive pulmonary disease; PSI, pneumonia system index.
doi:10.1371/journal.pone.0037570.t001
Table 2. Patient characteristics depending on each process of care.
AB Adherent SEPAR First AB dose .6 h Oxygen assessment
No/Yes P value No/Yes P value No/Yes P value
(n=1039/2791) (n=2822/842) (n=378/3466)
Variable (%)
Demographic
Age .65 63.3/63.0 0.8 63.2/64.0 0.7 50.9/64.4 ,0.001
Male sex 67.3/65.3 0.3 66.7/64.0 0.2 63.5/66.3 0.3
Alcohol 11.9/10.2 0.031 10.1/12.1 0.3 10.1/10.7 0.9
Comorbidities
COPD 25.9/23.8 0.2 24.9/23.8 0.5 12.9/25.6 ,0.001
Heart disease 14.0/14.5 0.7 13.8/16.0 0.1 13.5/14.4 0.6
CNS disease 11.0/10.6 0.7 10.4/12.3 0.1 8.7/10.9 0.2
Diabetes 20.7/21.7 0.5 21.2/22.8 0.3 19.8/21.5 0.4
Charlson, mean 6SD 1.863.4/1.461.6 ,0.001 1.562.4/1.661.8 0.3 1.465.5/1.561.7 0.8
Neoplasma 8.2/4.5 ,0.001 5.0/6.8 0.052 4.5/5.6 0.4
Sign and symptoms
Fever 79.0/77.7 0.4 78.8/76.8 0.2 84.3/77.2 0.002
Confusion 14.7/9.3 ,0.001 10.4/12.6 0.066 6.7/11.2 0.007
RR .30 21.9/16.1 ,0.001 17.8/17.2 0.7 14.6/18.0 0.1
HR .100 43.4/37.9 0.002 40.6/36.5 0.031 43.2/39.0 0.1
Systolic pressure ,90 4.6/3.0 0.013 3.8/2.5 0.081 3.8/3.4 0.7
Data are presented as % or mean 6SD.
Abbrevations: AB, indicates antibiotic; CNS, central nervous system; COPD, chronic obstructive pulmonary disease; M/F, male/female; PSI, pneumonia system index;
SEPAR, Sociedad Espan ˜ola de Neumologı ´a y Cirugı ´a Tora ´cica; HR= heart rate; NS, not significant; RR, respiratory rate.
doi:10.1371/journal.pone.0037570.t002
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quality of care. In order to improve quality of care, it is essential to
identify risk factors and/or predictors of underuse of or non-
compliance with guidelines. Factors depending on hospital
characteristics may be managed using local measures and
probably are not applicable to other hospitals. However, focusing
on initial patient characteristics and/or signs may be more feasible
for a faster dissemination of improvement [2]. In fact, knowledge
of factors relating to patient comorbidities and health status may
be more useful for increasing awareness among physicians
regardless of specialty and area.
In our study, the quality measures selected were antibiotic
timing, oxygen assessment and antibiotic adherence, i.e., processes
that reflect care at the time of diagnosis and admission and clearly
depend on physicians and the staff in charge. In prior studies, it
has been confirmed that compliance with more than one process
of care improved survival in hospitalized CAP, even when
associated with severe sepsis [5,6,21].
Antibiotic adherence to guidelines is the most studied process of
care and the one most consistently linked to improved outcome
[3,5,6,21–24]. Barriers to selecting recommended antibiotics may
depend on specialty [24,25], physician characteristics [26] and
hospital [7]. That is why focusing on patients makes prevention of
noncompliance more feasible. Our findings may alert about
specific populations not adequately addressed by guidelines and,
more importantly, patients at risk of receiving non-recommended
antibiotics such as those with a high Charlson score. It is plausible
that patients with a poor functional heath status measured by the
Charlson score have been managed more as disabled elderly or
health care associated pneumonia (HCAP) than as CAP. In fact,
the concept of HCAP is making it clear that diagnostic algorithms
in patients with several comorbidities or very disabled patients
need a different etiological approach [27].
Timing until the first antibiotic dose is the subject of debate
[9,11,28]. Nevertheless, there is agreement that greater severity
requires treatment to be provided sooner [5,29]. In our study,
patients with tachycardia were treated earlier, suggesting that this
vital sign is still better recognized than respiratory rate. In-
terestingly, our findings were adjusted by hospital because that
measure is related to several characteristics, such as hospital type
and staff-bed ratio, as previously reported [30]. Fine et al [2] found
Table 3. Multivariate logistic regression analyses for each processes of care.
AB adherent First AB dose .6 h Oxygen Assessment
Variable OR (95% CI) OR (95% CI) OR (95% CI)
Demographic
Age .65 … … 1.51 (1.1–2.06)**
Comorbid condition
COPD … … 1.80 (1.14–2.80)**
Charlson (+1) 0.91 (0.86–0.95)*** … …
Sign and symptoms
Fever … … 0.61 (0.41–0.92)**
Confusion 0.66 (0.51–0.85)*** … …
RR .30 … … 1.58 (1.04–2.42)*
HR .100 0.77 (0.65–0.91)*** 0.75 (0.62–0.90)*** 1.39(1.01–1.91)*
Logistic regression analyses were adjusted by centre (p,0.001).
Abbreviations: CI indicates confidence interval; OR, odds ratio. AB, antibiotic; HR heart rate; RR, respiratory rate.
*p,0.05 and .0.01 **p:0.01 ***p,0.01.
doi:10.1371/journal.pone.0037570.t003
Table 4. Multivariate logistic regression analyses for compliance with two (AB adherent to SEPAR) or three processes of care (AB
adherent to SEPAR and first dose ,6 h plus oxygen assessment).
Two processes of care Three processes of care
AB adherent and first dose ,6 h Two + oxygen assessment
Variable OR (95% CI) OR (95% CI)
Comorbid condition
Charlson (+1) 0.92 (0.88–0.96)*
Neoplasia 0.59 (0.42–0.83)*
Sign and symptoms
Confusion 0.69 (0.54–0.88)* 0.71 (0.56–0.91)**
Logistic regression analyses were adjusted by hospital (p,0.001).
Abbreviations: CI indicates confidence interval; OR, odds ratio.
*p:0.003.
**p:0.006.
doi:10.1371/journal.pone.0037570.t004
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collection in hospitals with a nurse-bed ratio higher than 1.25.
Early initial oxygen assessment in severe pneumonia improves
survival [12], is easy to perform with saturation and is highly
recommended. In our study, we found that adults under 65 years
of age were less often evaluated, [31] while those with COPD
were, as expected, more frequently assessed. That is, we have
a better recognition of hypoxemia concerns in patients with
increased respiratory rate, in the elderly and in COPD. On the
other hand, we still underestimate the risk in young adults and we
miss that evaluation in those with confusion. This is of concern
because confusion is a severity factor related to mortality.
Some investigators have demonstrated improvements in survival
based on implementation of combinations of processes of care
[5,32]; thus, we investigated the risk factors relating to lack of
compliance with combinations of two or three processes of care.
As expected, similar findings were associated with receiving care
that did not comply with two or three processes of care in CAP.
Interestingly, a deficient health status, identified by a high
Charlson score, rather than age, also highlights the fact that
disabled patients are diagnosed later and treated with different
antibiotic regimens.
Limitations. Our study did not evaluate differences between
hospitals, factors related to organization, or night/weekend
admission, or differences among doctor characteristics that might
also influence compliance with processes of care because we
focused on patient characteristics. The strength is that our findings
provide information that is useful for improving adherence (an
area for improvement), with the advantage that it focuses on
patient health status and initial presentation. This approach can be
easily applied to physicians from any hospital type, thereby making
processes of care amenable to quality improvement.
In summary, our findings highlight underuse of the main
recommended processes of care in hospitalized CAP patients. We
have found that a poorer health status along with confusion, and
not age, was associated with lower compliance with quality of care
in choice and administration time of antibiotics. These results
should contribute to improving awareness of clinicians and
targeting specific disabled patients who receive poorer quality of
care and who are easily identifiable on initial evaluation, when our
decisions are better able to affect outcome. Our findings may be
useful for quality improvement aimed at better recognition of lack
of compliance based on patient comorbid condition and clinical
signs.
Acknowledgments
Albert Gabarru ´s Barri, BSc Statistician at the Department of Pneumology,
Institut Clı ´nic del To ´rax, Hospital Clı ´nic - Institut d’Investigacions
Biome `diques August Pi i Sunyer (IDIBAPS), Ciber de Enfermedades
Respiratorias (CIBERES), Barcelona, Spain contributed with his expertise.
NAC calidad group from PII (integrated research program) of respiratory
infections of SEPAR (Spanish Society of Respiratory and Thoracic
surgery).
Author Contributions
Conceived and designed the experiments: RM AT. Performed the
experiments: RM AT SR. Analyzed the data: RM AT SR. Contributed
reagents/materials/analysis tools: RM AT SR. Wrote the paper: RM AT
SR RZ AC OR LB JJMV SB IA FRC JR LM JRM.
References
1. Welte T, Torres A, Nathwani D (2012) Clinical and economic burden of
community-acquired pneumonia among adults in Europe. Thorax 67(1): 71–9.
2. Fine JM, Fine MJ, Galusha D, Petrillo M, Meehan TP (2002) Patient and
hospital characteristics associated with recommended processes of care for
elderly patients hospitalized with pneumonia: results from the medicare quality
indicator system pneumonia module. Arch Intern Med 162(7): 827–33.
3. Mortensen EM, Restrepo MI, Anzueto A, Pugh JA (2006) Antibiotic therapy
and 48-hour mortality for patients with pneumonia. Am J Med 119(10): 859–64.
4. McCabe C, Kirchner C, Zhang H, Daley J, Fisman DN (2009) Guideline-
concordant therapy and reduced mortality and length of stay in adults with
community-acquired pneumonia: playing by the rules. Arch Intern Med
169(16): 1525–31.
5. Ferrer R, Artigas A, Suarez D, Palencia E, Levy MM, et al. (2009) Effectiveness
of treatments for severe sepsis: a prospective, multicenter, observational study.
Am J Respir Crit Care Med 180(9): 861–6.
6. Dean NC, Bateman KA, Donnelly SM, Silver MP, Snow GL, et al. (2006)
Improved clinical outcomes with utilization of a community-acquired pneumo-
nia guideline. Chest 130(3): 794–9.
7. Williams SC, Schmaltz SP, Morton DJ, Koss RG, Loeb JM (2005) Quality of
care in U.S. hospitals as reflected by standardized measures, 2002–2004.
N Engl J Med 353(3): 255–64.
8. Dambrava PG, Torres A, Valles X, Mensa J, Marcos MA, et al. (2008)
Adherence to guideline’s empiric antibiotic recommendations and CAP
outcome. Eur Respir J 32(4): 892–901.
9. Houck PM, Bratzler DW, Nsa W, Ma A, Bartlett JG (2004) Timing of antibiotic
administration and outcomes for medicare patients hospitalized with commu-
nity-acquired pneumonia. Arch Intern Med 164(6): 637–44.
10. Meehan TP, Fine MJ, Krumholz HM, Scinto JD, Galusha DH, et al. (1997)
Quality of care, process, and outcomes in elderly patients with pneumonia.
JAMA 278(23): 2080–4.
11. Metersky ML, Sweeney TA, Getzow MB, Siddiqui F, Nsa W, et al. (2006)
Antibiotic timing and diagnostic uncertainty in Medicare patients with
pneumonia: is it reasonable to expect all patients to receive antibiotics within
4 hours? Chest 130(1): 16–21.
12. Blot SI, Rodriguez A, Sole-Violan J, Blanquer J, Almirall J, et al. (2007) Effects
of delayed oxygenation assessment on time to antibiotic delivery and mortality in
patients with severe community-acquired pneumonia. Crit Care Med 35(11):
2509–14.
13. Battleman DS, Callahan M, Thaler HT (2002) Rapid antibiotic delivery and
appropriate antibiotic selection reduce length of hospital stay of patients with
community-acquired pneumonia: link between quality of care and resource
utilization. Arch Intern Med 162(6): 682–8.
14. Feagan BG, Marrie TJ, Lau CY, Wheeler SL, Wong CJ, et al. (2000) Treatment
and outcomes of community-acquired pneumonia at Canadian hospitals. CMAJ
162(10): 1415–20.
15. Cabana MD, Rand CS, Powe NR, Wu AW, Wilson MH, et al. (1999) Why
don’t physicians follow clinical practice guidelines? A framework for improve-
ment. Jama 282(15): 1458–65.
16. Marras TK, Jamieson L, Chan CK (2004) Inpatient care of community-
acquired pneumonia: the effect of antimicrobial guidelines on clinical outcomes
and drug costs in Canadian teaching hospitals. Can Respir J 11(2): 131–7.
17. Halm EA, Atlas SJ, Borowsky LH, Benzer TI, Metlay JP, et al. (2000)
Understanding physician adherence with a pneumonia practice guideline: effects
of patient, system, and physician factors. Arch Intern Med 160(1): 98–104.
18. Alfageme I, Aspa J, Bello S, Blanquer J, Blanquer R, et al. (2005) Guidelines for
the diagnosis and management of community-acquired pneumonia. Spanish
Society of Pulmonology and Thoracic Surgery (SEPAR). Arch Bronconeumol
41(5): 272–89.
19. Charlson ME, Pompei P, Ales KL, MacKenzie CR (1987) A new method of
classifying prognostic comorbidity in longitudinal studies: development and
validation. J Chronic Dis 40(5): 373–83.
20. Hosmer D, Lemeshow S (1989) Applied logistic regression. John Wiley & Sons,
Inc ed. New York.
21. Capelastegui A, Espana PP, Quintana JM, Gorordo I, Ortega M, et al. (2004)
Improvement of process-of-care and outcomes after implementing a guideline
for the management of community-acquired pneumonia: a controlled before-
and-after design study. Clin Infect Dis 39(7): 955–63.
22. Mortensen EM, Restrepo M, Anzueto A, Pugh J (2004) Effects of guideline-
concordant antimicrobial therapy on mortality among patients with community-
acquired pneumonia. Am J Med 117(10): 726–31.
23. Frei CR, Attridge RT, Mortensen EM, Restrepo MI, Yu Y, et al. (2010)
Guideline-concordant antibiotic use and survival among patients with
community-acquired pneumonia admitted to the intensive care unit. Clin Ther
32(2): 293–9.
24. Menendez R, Torres A, Zalacain R, Aspa J, Martin-Villasclaras JJ, et al. (2005)
Guidelines for the Treatment of Community-acquired Pneumonia: Predictors of
Adherence and Outcome. Am J Respir Crit Care Med 172(6): 757–62.
25. Blasi F, Iori I, Bulfoni A, Corrao S, Costantino S, et al. (2008) Can CAP
Guideline Adherence Improve Patient Outcome in Internal Medicine Depart-
ments? Eur Respir J 32(4): 902–10.
Comorbidities and Care in Pneumonia
PLoS ONE | www.plosone.org 5 May 2012 | Volume 7 | Issue 5 | e3757026. Reid RO, Friedberg MW, Adams JL, McGlynn EA, Mehrotra A (2010)
Associations between physician characteristics and quality of care. Arch Intern
Med 170(16): 1442–9.
27. Ewig S, Welte T, Chastre J, Torres A (2010) Rethinking the concepts of
community-acquired and health-care-associated pneumonia. Lancet Infect Dis
10(4): 279–87.
28. Pines JM, Isserman JA, Hinfey PB (2009) The measurement of time to first
antibiotic dose for pneumonia in the emergency department: a white paper and
position statement prepared for the American Academy of Emergency
Medicine. J Emerg Med 37(3): 335–40.
29. Kumar A, Ellis P, Arabi Y, Roberts D, Light B, et al. (2009) Initiation of
inappropriate antimicrobial therapy results in a fivefold reduction of survival in
human septic shock. Chest 136(5): 1237–48.
30. Landon BE, Normand SL, Lessler A, O’Malley AJ, Schmaltz S, et al. (2006)
Quality of care for the treatment of acute medical conditions in US hospitals.
Arch Intern Med 166(22): 2511–7.
31. Caterino JM, Hiestand BC, Martin DR (2008) Quality of care in elder
emergency department patients with pneumonia: a prospective cohort study.
BMC Emerg Med 8: 6.
32. Menendez R, Torres A, Reyes S, Zalacain R, Capelastegui A, et al. (2012) Initial
Management Of Pneumonia And Sepsis. Factors associated with improved
outcome. Eur Respir J 39(1): 156–62.
Comorbidities and Care in Pneumonia
PLoS ONE | www.plosone.org 6 May 2012 | Volume 7 | Issue 5 | e37570